Objective: This research explores whether physical neighborhood disorder or perceived social cohesion is associated with participation in social activities among older Americans (age 65+). Method: Using the first wave of the National Health & Aging Trends Study (NHATS; N = 6,383), a series of logistic regression models were created to assess the odds of participation. Results: Low social cohesion was associated with decreased odds of visiting friends and family (odds ratio 
Introduction
Previous research underscores the importance of the neighborhood for older adults' health and well-being (Balfour & Kaplan, 2002; Glass & Balfour, 2003) . Above and beyond the individuals who live in the neighborhood, the social and physical features of the neighborhood shape the health and lives of older adults. Although there is a wealth of research investigating neighborhoods and health among older adults, research exploring the effect of neighborhood characteristics on social participation, defined as involvement in society through both formal and informal social roles (Utz, Carr, Nesse, & Wortman, 2002) , is more limited. For example, the current literature has an overreliance on clinical or single community studies and neglects to account for individual preferences for social activities. Thus, the objectives of this research are to examine whether neighborhood characteristics (i.e., physical neighborhood disorder and perceived social cohesion) influence participation in valued, yet discretionary social activities such as attending religious services, going out for enjoyment, visiting friends and family outside of the home, or participating in clubs or organizations. We focus on these discretionary activities because they represent an important domain of participation rooted in social interaction outside the home and are associated with improved health and well-being (Morrow-Howell et al., 2014) . By examining neighborhood characteristics and social participation, this research may offer meaningful insights into upstream, communitylevel approaches to health promotion among older adults.
The Neighborhood Context and Social Participation Among Older Adults
Previous research suggests that the neighborhood or residential environment is particularly important for older adults' health because older adults typically spend more time in their neighborhoods (Cagney, 2006) . Increased exposure to harmful (or favorable) neighborhood characteristics can have far-reaching implications for health among older adults (Balfour & Kaplan, 2002; Browning Feinberg, Wallace, & Cagney, 2006; Glass & Balfour, 2003) . Empirical research has documented higher rates of participation among older adults living in safe, barrier-free neighborhoods (see Clarke, Ailshire, Nieuwenhuijsen, & de Kleijn-de Vrankrijker, 2011; Clarke & Nieuwenhuijsen, 2009) . Hazardous neighborhood characteristics such as physical disorder (e.g., crime, graffiti, litter/garbage, and number of vacant homes; Clarke et al., 2011) and communities with low levels of trust and connectedness (social cohesion; Mendes de ) have been shown to prevent older adults from participating in social activities. Social cohesion represents mutual trust and exchange among neighbors (Sampson, Raudenbush, & Earls, 1997) , whereas neighborhood disorder refers to threatening social conditions (including a lack of safety) prompted by visible signs of neglect or decay (Mendes de .
Drawing from collective efficacy and social disorganization theories, previous research has delineated potential mechanisms linking social cohesion and physical neighborhood disorder to health Sampson et al., 1997) and, subsequently, social participation (Clarke et al., 2011; Mendes de Leon et al., 2009) . Because collective efficacy captures norms and expectations, social cohesion is thought to contribute to older adults' health by reinforcing health-related behaviors, including leaving the home and acting as a buffer against stressful situations by improving psychosocial responses . Although older adults may use different criteria to evaluate social cohesion or view their neighborhoods through different lenses, it is their perception that will ultimately influence their health-related behavior and incite psychosocial responses.
Physical neighborhood disorder captures visual cues of "community decay" (Cagney et al., 2009, p. 417) ; therefore, it similarly contributes to the health of older adults via behavioral and psychosocial mechanisms (Latham & Williams, 2015) . Physical neighborhood disorder has been linked with increased fears of victimization and social isolation due to avoidance behaviors (Lorenc et al., 2012) . Increased fear may be a particularly powerful deterrent for older adults to leave their home (Loukaitou-Sideris & Eck, 2007) , which limits social participation, in general. Furthermore, physical neighborhood disorder may signify increased environmental barriers such as cracked or nonexistent sidewalks (Mendes de . Physical disrepair may prevent older adults from fully participating in their communities because traversing the neighborhood environment is deemed too physically challenging. As stated succinctly by Cagney et al. (2009) , "perceptions of the neighborhood quality are a critical determinant of residents' motivation to engage in neighborhood-based activities" (p. 422).
Social Participation, Physical Capacity, and the Neighborhood Environment
Although social cohesion and neighborhood disorder have been shown to influence health across the life course (Aneshensel & Sucoff, 1996; Browning & Cagney, 2003; Rios et al., 2012) , older adults' participation may be especially sensitive to the neighborhood context due to increases in chronic health conditions and diminished physical capacity, which makes navigating demanding physical and social environments more difficult. To illustrate, Hand, Law, Hanna, Elliott, and McColl (2012) observed a direct effect of neighborhood problems (i.e., crime, traffic, noise, graffiti, litter, and air quality) on satisfaction with participation among older adults with chronic health conditions.
Research also underscores the importance of considering differences in neighborhood effects across older adults who are more vulnerable with respect to reduced physical capacity (e.g., disability or functional limitation). Using data from the City of Chicago, Clarke, Ailshire, Bader, Morenoff, and House (2008) found that poor street and sidewalk conditions were associated with fourfold higher odds of difficulty walking outdoors and 60% lower odds of voting in civic elections, but only among older adults with underlying lower extremity weakness. Conversely, living in a neighborhood with greater residential security increased interpersonal interaction for those who have difficulty walking (Clarke et al., 2008) .
Urban older adults report that the characteristics of the built environment contribute to their fear of falling (Chippendale & Boltz, 2015) , which may prevent them from leaving their home. Additional qualitative research among older adults with disabilities suggests that perceived environmental barriers such as the presence/quality of ramps, sidewalks, parking, street crossings, and outdoor stairs as well as the amount of traffic and safety concerns limit activity around the neighborhood (Rosenberg, Huang, Simonovich, & Belza, 2012) . Taken as a whole, the current literature provides evidence that the neighborhood context is particularly important for older adults with limited physical capacity.
Research Hypotheses
While prior research suggests that, indeed, the neighborhood context matters for social participation, much of the extant literature is limited in several ways. First, most of the current research exploring neighborhood effects on social participation does not take into account the individual's value placed upon social activities. Because participation is expressed within a social and cultural context, it is inherently subjective-reflecting the activities that are important to each individual. Ignoring the value or relative importance of a social activity for each individual not only misses a key element of social participation but can also result in misspecification or error in the relationship between neighborhoods and participation. For example, residence in a safe accessible neighborhood may be related to attending religious services among those who consider it a valued activity, but have little impact for those who rarely attend because it is a low-valued.
In addition, the extant literature is limited by a lack of nationally representative studies (Clarke & Nieuwenhuijsen, 2009 ). Finally, research (especially from large, nationally representative samples) has typically relied on selfreported physical capacity; however, performance-based measures are more sensitive to limitations in physical capacity versus self-reported measures at the higher end of the functional spectrum (Guralnik et al., 1994) . Given the significance of physical capacity for social participation, it is advantageous to control for physical capacity using both performance-based and self-reported measures.
Thus, this research uniquely contributes to the extant literature by investigating whether the neighborhood context (i.e., physical neighborhood disorder and social cohesion) influences the odds of participating in social activities, net of sociodemographic characteristics, physical capacity (using performance-based and self-reported measures), and activity value (the individual's importance placed on that activity), while drawing from a nationally representative sample of U.S. Medicare beneficiaries of age 65 and above. Stemming from previous research, we developed the following hypotheses:
Hypothesis 1: Presence of neighborhood disorder and low social cohesion will be associated with lower odds of social participation. Hypothesis 2: The effect of neighborhood disorder and low social cohesion on social participation will be greater among respondents with limited physical capacity. Hypothesis 3: The effect of neighborhood disorder and low social cohesion on social participation will be greater among respondents who highly value the activities.
Method

Data
Data for this project come from the National Health & Aging Trends Study (NHATS). With support from the National Institute of Aging (NIA), NHATS is conducted by the Johns Hopkins University Bloomberg School of Public Health. NHATS is a nationally representative survey of U.S. Medicare beneficiaries who are 65 years or older (Montaquila et al., 2012) . In-person interviews were conducted, and detailed information was collected about the respondents' health and functioning, economic status and well-being, and environment. More than 8,200 respondents were chosen to participate in the first wave of NHATS (2011), and respondents were sampled from all age groups (Montaquila et al., 2012) . Of the 8,245 respondents, approximately 7,600 individual interviews were completed for respondents not living in a nursing home facility.
The final analytic sample (N = 6,383) was restricted to respondents who had valid information on all measures, including the Short Physical Performance Battery (SPPB). With regard to the SPPB, 1,031 respondents had missing values (Kasper, Freedman, & Niefeld, 2012 )-The majority of missing values were due to a lack of opportunities (e.g., limited space) to complete the tests at the respondents' home; however, respondents who did not complete the tasks because of ineligibility (e.g., mobility device use or pain) or safety concerns were included in the sample (for detailed information about SPPB eligibility, see Kasper et al., 2012) .
Measures
Four social participation activities were included as dependent variables in the analyses: (a) visiting in person with friends or family not living with person; (b) attending religious services; (c) participating in clubs, classes, or other organized activities; and (d) going out for enjoyment (dinner, a movie, to gamble, hear music, or see a play). Respondents were asked whether they had participated in each activity in the past month with "yes" or "no" as the response categories (Kasper & Freedman, 2014) . A dichotomous variable was created for each of the four activities, where "1" reflected engaging in that activity within the past month.
Neighborhood physical disorder was derived from an environmental checklist completed by the interviewer prior to the in-person interview. The interviewers were asked, "When standing in front of the [respondent]'s home/ building, and looking around in every direction, how much of the following did you see?" The interviewer rated (1 = none, 2 = a little, 3 = some, and 4 = a lot) the amount of litter/trash on sidewalks, graffiti on walls, and the number of vacant homes or stores in the area around the respondent's residence. A three-item scale (Cronbach's α = .75) using the mean of the interviewer's responses was created (range = 1-4), with higher scores representing more physical neighborhood disorder. Because signs of neighborhood disorder were rare (i.e., only for 10% of the sample), a dichotomous measure was created to capture any sign of disorder. Surveying the individual items, presence of litter was the most commonly cited physical neighborhood disorder with 10.6% of interviewers reporting at least "a little" litter. The next most common items were vacant homes and graffiti with 7.7% and 3.1% of interviewers, respectively, reporting at least "a little."
Social cohesion was assessed based on study participants' responses to three questions about their residential community: (a) People know each other well, (b) people are willing to help each other, and (c) people can be trusted; each answered on a 3-point scale (do not agree, agree a little, agree a lot). Respondents were not given specific geographic parameters and could define community as they saw fit. A composite index was created by averaging responses to the three items, capturing positive perceptions of community support and cohesion (Cronbach's α = .73). Similar to the neighborhood disorder measure, a dichotomous indicator of "low social cohesion" was created based on scores in the lowest 10th percentile of the distribution (score = 1.67). Both measures of neighborhood context were adapted from previously validated research and are commonly used in the literature Kasper & Freedman, 2014) . Moreover, by using both measures of neighborhood context, we are able to assess subjective and objective aspects of the residential environment.
Sociodemographic characteristics were included as controls. Due to the sensitive nature of birthdate information, NHATS only releases age in six 5-year age categories (i.e., 65-69, 70-74, 75-79, 80-84, 85-89, and 90+) for public use, which was analyzed as an ordinal variable. A four-category measure of race/ethnicity was created with White (reference), Black, Latino, and Other race as the categories. An ordinal measure of education was used ranging from 1 (no formal schooling) to 9 (professional degree). A dichotomous indicator variable was created for partner status, where married/partnered = 1. Similarly, a dichotomous indicator contrasted those who lived alone with those living with others. A dichotomous measure of "worked for pay" (= 1) in the last month was used as an indicator of employment status. Models also accounted for residence in an assisted living facility (vs. independent living) and duration of residence in the neighborhood (years). A binary indicator of long-term residence in a neighborhood was created for analysis (5 years or more vs. <5 years).
Several functional health measures were included in the analyses to assess whether neighborhood features are more important for participation among those with functional impairment. Both performance-based (i.e., SPPB) and self-reported measures of functional capacity were used. The SPPB consists of five tasks, including balance stands, gait speed, repeated chair stands, grip strength, and peak airflow (Guralnik et al., 1994) . A total SPPB score was created by NHATS (ranging from 0 to 12) with higher scores reflecting better physical capacity. Respondents who could not complete a task due to ineligibility such as mobility device use or safety concerns were assigned a zero for that task . The NHATS-specific SPPB scoring "uses cut points reflecting quartiles of the NHATS sample distribution" (Kasper et al., 2012, p. 3) . In addition, when weighted, the NHATS-SPPB summary score is representative of "the non-nursing home Medicare population ages 65 and older in 2011" (Kasper et al., 2012, p. 4) .
Self-reported physical capacity (range = 0-4) was assessed by four tasks, including (a) walking six blocks, (b) walking up 20 stairs, (c) lifting and carrying 20 pounds, and (d) kneeling down without holding on to anything. Respondents were asked whether they were able to complete each task, either with or without assistance, in the last month. Affirmative answers were coded as "1," and an index was created summing all four tasks (range = 0-4), with a high score representing higher self-reported function. We also accounted for whether the respondent used an assistive device for mobility (e.g., cane, walker, wheelchair) and whether the respondent reported a fear of falling in the past month.
Finally, to account for the potential confounding role of mood in the relationship between neighborhood perceptions and participation, we include a measure of depressive symptomatology (Patient Health Questionnaire-2 [PHQ-2]), which asks respondents how often in the past month they "(a) had little interest or pleasure in doing things; (b) felt down, depressed, or hopeless; (c) felt nervous, anxious, or on edge; or (d) had been unable to stop or control worrying?" Each item was assessed on a 4-point scale (not at all, several days, more than half the days, nearly every day), and a four-item index (range = 1-4) of depressive symptomatology was created using the mean of all the items (Cronbach's α = .76).
Analytic Strategy
We used a three-step analytic strategy to assess the role of neighborhood disorder and cohesion for social participation. First, we used binary logistic regression to model the odds of participating in each of the four activities separately, controlling for activity value. This series of models allows for an examination of the neighborhood context in relation to type and value of activity. In all models, sociodemographic characteristics, type and duration of residence, functional health, and depression were included as controls.
Second, because previous research has suggested that the effect of neighborhood factors on disability/participation may vary by physical capacity (see Clarke et al., 2008) , we tested interactions between the neighborhood factors and physical capacity using both performance-based and self-reported measures. We examined each interaction individually-exploring four separate interactions for each activity: (a) Neighborhood Disorder × PerformanceBased Physical Capacity, (b) Social Cohesion × Performance-Based Physical Capacity, (c) Neighborhood Disorder × Self-Reported Physical Capacity, and (d) Social Cohesion × Self-Reported Physical Capacity. For ease of interpretation, we present predicted probabilities for the significant interactions (p < .05), but interpret them with caution given the number of interactions tested.
Third, to assess whether activity value moderated the relationship between neighborhood context and social participation, we tested interactions between the neighborhood factors and activity value for each activity. We examined two interactions per activity (i.e., Neighborhood Disorder × Activity Value and Social Cohesion × Activity Value). Again, we present predicted probabilities for the significant interactions (p < .05).
Multiple auxiliary analyses were completed to ensure robustness of these findings. Analyses were run using the continuous measure of neighborhood disorder and social cohesion, which generated a parallel pattern of results. However, given the highly skewed nature of the continuous measures, we opted to use the dichotomized measures which capture extreme neighborhood disadvantage. Although neighborhood disorder and social cohesion were only weakly correlated (r = −.11 and r = .10 for the continuous and dichotomous measures, respectively), we ran two additional set of models (not shown, but available upon request) that only included one neighborhood measure at a time-Omitting neighborhood disorder did not influence social cohesion, and vice versa. Furthermore, to assess multicollinearity, we calculated the variance inflation factor (VIF) among the covariates. All of the individual covariates had a VIF score of less than 3, which is within the recommended levels of acceptability (O'Brien, 2007) . All analyses were estimated using SAS 9.4 and weighted using the NHATS Wave 1 full-sample weights. Table 1 presents the weighted descriptive statistics for the analytic sample. The average number of activities completed by respondents in the past month was 2.64 out of four possible activities. Nearly 90% of respondents reported visiting friends and family in the past month, whereas only 39% of respondents reported participating in clubs or organizations. Visiting friends or family was the most valued activity with an average score of 2.53 out of 3. The average neighborhood disorder score was close to 1 (range = 1-4), reflecting low neighborhood physical disorder in this population. Only 10% of the sample lived in neighborhoods with the presence of neighborhood disorder. Perceived social cohesion was relatively high in this older adult sample with an average score of 2.42 out of 3. Approximately, 15% of the sample reported low social cohesion. Among the functional health measures, the mean score on the SPPB for the analytic sample was 6.7 (which is identical to the SPPB mean in the NHATS sample-not shown-indicating minimal to no difference between our analytic sample and the overall NHATS sample). About 21% of the analytic sample reported using a mobility device, whereas 26% reported being worried about falling in the past month.
Results
Respondents living in neighborhoods with physical disorder had a 38% reduction in the odds of visiting companions. Likewise, respondents reporting low social cohesion had a 35% decrease in the odds of visiting friends or family, net of sociodemographic characteristics, functional health measures, depression, and activity value. Compared with men, women were more likely to have visited friends or family in the last month, whereas Hispanic and Other race respondents were less likely than Whites. Higher levels of education increased the odds of visiting, whereas depressive symptomatology reduced the odds of visiting friends and family outside the home. As expected, greater physical capacity (both self-reported and performance-based) was associated with higher odds of visiting friends and family in the past month. Greater importance placed on this activity was strongly and positively associated with social participation, nearly tripling the odds of visiting friends or family (activity value odds ratio [OR] = 2.91, Model A, Table 2 ).
In the second column (Model B), neither measure of neighborhood context was significantly associated with attending religious services. Among the sociodemographic characteristics, women, respondents with more education, and partnered respondents had greater odds of attending religious services. Among the functional health measures, only self-reported physical capacity was significantly positively associated with attending religious services. Once again, the greater importance placed on this activity increased the odds of attending services almost 10-fold (OR = 9.90, Model B, Table 2 ).
Model C (Table 2 ) presents the OR estimates for participating in clubs or organizations. Presence of neighborhood physical disorder was associated with 34% lower odds of participating in clubs/organizations (OR = 0.66; 95% confidence interval [CI] = [0.48, 0.89]), whereas low social cohesion was associated with a 32% reduction in the odds of participation (OR = 0.68; 95% CI = [0.53, 0.88]). Women, older respondents, and respondents with more education were more likely to participate in organized activities, whereas Black and Hispanic/Latino respondents, compared with Whites, were less likely. Living in a residential facility/retirement community increased the odds of participating in clubs or organizations. Physical capacity and, surprisingly, fear of falling increased the odds of participating in organized activities, whereas depressive symptomatology reduced the odds of participating. Again, activity value was strongly associated with participation with an OR estimate of 9.00 (Model C, Table 2 ).
In the final column of Table 2 (Model D), low social cohesion was not related to going out for enjoyment, but respondents living in neighborhoods with physical disorder had a 32% reduction in the odds of going out for leisure activities. Female, more educated, and married/partnered respondents were more likely to go out for enjoyment; however, minorities were less likely to go out. Greater physical capacity increased the odds of going out for enjoyment. Likewise, higher ratings of activity value (OR = 4.15; 95% CI = [3.69, 4.65]) were associated with greater odds of going out for enjoyment. Similar to participating in clubs or organizations, fear of falling was positively associated with going out for enjoyment. Although fear of falling was an unexpected finding, it may be due to avoidance behavior; in other words, respondents who avoid participating in organizations or going out for enjoyment may not fear falling because they do not participate in behaviors that heighten their sense of fear such as going to unfamiliar environments. Table 3 presents the logistic regression coefficients from neighborhood factors and physical capacity interactions. Only two interactions were significant (p < .05), and both were associated with presence of neighborhood disorder. To aid interpretation, Figure 1 plots the predicted probabilities of attending religious services in the past month by neighborhood disorder and self-reported physical capacity. At the lower end of the self-reported physical capacity, presence of neighborhood disorder lowered the probability of attending religious services compared with respondents living in areas without physical neighborhood disorder.
In Figure 2 , the predicted probabilities of going out for enjoyment are plotted by neighborhood disorder and performance-based physical capacity. Unlike attending religious services, the divergence between those living in areas with and without neighborhood disorder occurs at the higher end of the functioning spectrum, whereby older adults with better functioning and no neighborhood disorder were more likely to go out for enjoyment relative to their peers living in an area with neighborhood disorder. Table 4 displays the logistic regression coefficients from the neighborhood factors and activity value interactions. Both of the significant (p < .05) interactions were related to attending religious services. Figure 3 plots the predicted probabilities of attending religious services by neighborhood disorder and activity value, whereas Figure 4 plots the predicted probabilities by social cohesion and activity value. A similar pattern emerges for both 
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neighborhood disorder and social cohesion where high levels of activity value correspond with lower predicted probabilities of attending religious services among those living in disordered or low cohesion communities. In other words, among respondents who highly valued attending religious services, those living in areas that promoted engagement (e.g., no neighborhood disorder and high social cohesion) were more likely to attend religious services relative to those living in more disadvantaged communities. 
Discussion
Although considerable work has documented the association between neighborhood characteristics and other aspects of the health (e.g., Balfour & Kaplan, 2002; Clarke et al., 2008; Glass & Balfour, 2003) , less research has considered social participation as an outcome. This work contributes to the existing literature by examining multiple measures of social participation in a nationally representative sample of Medicare beneficiaries, and considers the role of neighborhood social cohesion and physical disorder for social participation across older adults with a diverse range of physical and functional capacity. We investigated social participation using a broad range of meaningful indicators of engagement in society, including social interaction, attending religious services, participating in clubs, and going out for enjoyment. In relation to our first hypothesis, we found general support that social participation was lower for older adults living in neighborhoods with low social cohesion and more physical disorder, net of activity value. Neighborhood social cohesion and physical disorder are two barometers of the residential built and social environment that capture neighborhood-level social processes identified as important for health outcomes throughout the life course (Aneshensel & Sucoff, 1996; Browning & Cagney, 2003; Cagney et al., 2009; Mair et al., 2009; Mendes de Leon et al., 2009) . Echoing previous research, we find that neighborhood-level social processes shape social participation among older adults; however, this research also underscores that the neighborhood context does not uniformly influence participation in social activities. In the main effects model, neither neighborhood disorder nor social cohesion appeared to influence participation in religious services; however, this relationship is more nuanced and shaped by both physical capacity and activity value.
Based on the previous research, we hypothesized that the impact of neighborhood disorder and low social cohesion on social participation would be greater for older adults with lower physical capacity. Generally, we found limited support for this hypothesis with the exception of neighborhood disorder and attending religious services. Older adults with low self-reported physical capacity were less likely to attend religious services if they lived in an area with neighborhood disorder. Among respondents with the lowest selfreported physical capacity (i.e., inability to complete any of the four tasks), there was a 32% decrease in the predicted probability of attending religious services among those living in areas with neighborhood disorder compared with their counterparts living in areas without disorder. In addition to attending religious services, physical capacity appeared to shape the association between neighborhood disorder and going out for enjoyment; however, the interaction suggested protective effect among those with higher functioning and living in areas with no neighborhood disorder.
Our third and final hypothesis was related to activity value. We posited that activity value would moderate the relationship between neighborhood context and participation. Specifically, we anticipated that neighborhood features would matter more among respondents who highly valued an activity because those who did not value the activity were unlikely to participate regardless of the neighborhood context. Again, we found limited support for this hypothesis with the exception of religious attendance. Among respondents who highly valued attending religious services, perceiving low social cohesion or living in areas with neighborhood disorder decreased the probability of participating in religious services compared with those living in more cohesive communities or without neighborhood disorder.
Conclusion
Our work demonstrates the importance of built and social environment characteristics for promoting or hindering the full participation of adults in society as they age. Socially cohesive neighborhoods capture aspects of mutual trust, solidarity, and connectedness among neighbors (Kawachi & Berkman, 2000) . Such cohesion may facilitate social participation by fostering social exchange and promoting a sense of safety that serves to promote outdoor activities and access to community centers and amenities where participation tends to occur (Echeverría, Diez-Roux, Shea, Borrell, & Jackson, 2008; Kawachi & Berkman, 2000; Mendes de Leon et al., 2009) . Socially cohesive neighborhoods also generate a sense of companionship among neighbors (Bromell & Cagney, 2014) including the exchange of help and support (McNeill et al., 2006) , which fosters social interaction and may facilitate participation in organized activities.
On the contrary, signs of physical disorder as indicated by visible cues of community decline may promote fear and psychological stress among older adults that create barriers to participation in the community (Browning, Cagney & Boettner, 2016; Mair et al., 2009) . Furthermore, trash and litter and other components of physical decay can make outdoor wayfinding physically hazardous (Mendes de , and further limit the opportunities to engage in social interaction, attend clubs and organizations, or simply go out for enjoyment. Yet, participation in these active leisure activities promote health and well-being among older adults (Morrow-Howell et al., 2014) -suggesting that a lack of participation may contribute to health inequalities.
While we speculated that neighborhood characteristics would be more important for participation among older adults with reduced physical capacity, we found limited evidence to support this. Although older adults with greater functional capacity were more likely to participate in all the measures of social participation we examined, there was no difference by the surrounding neighborhood context for visiting friends/family or participating in clubs. Thus, neighborhood social cohesion and disorder appear to have broad impact across older adults at all levels of functioning for these activities. Interestingly, older adults with the best physical capacity appear to benefit even more from disorder-free neighborhoods with regard to going out for enjoyment, which may exacerbate existing social participation disparities.
Our study is unique in accounting for the level of importance placed on these activities by older adults themselves. We avoid the risk of concluding that neighborhood features are related to participation in activities that have little salience for an individual. Valuing religious services was strongly associated with attending religious services, yet neither measure of neighborhood context appeared to be significantly associated with attending religious services in the main effects model, net of sociodemographic characteristics, health risk factors, and activity value. However, among older adults who highly valued attending religious services, both measures of neighborhood context were associated with participation. Neighborhood-level barriers such as physical disorder and low cohesion lowered the probability of attending religious services among those who valued it the most-meaning that a lack of participation could have deeper implications compared with those who do not value such activities.
We also expand on the existing literature by using measures of the neighborhood context that are based on both subjective and objective ratings. The relative merit of objective versus subjective measures of neighborhood context has been debated extensively in the literature (see Weden, Carpiano, & Robert, 2008) . While subjective measures are considered to better capture the meaningful perceptions that shape individual behavior (Weden et al., 2008) , they are also at risk for reverse causality if greater social participation leads to increased feelings of trust and belonging (social cohesion). We therefore made use of more objective measures of physical disorder, based on observed indicators of decay, to minimize reverse causality as it shapes social participation. In general, both the subjective and objective measures of neighborhood context shaped social participation; however, going out for enjoyment was only related to the objective measure of neighborhood disorder-highlighting the need to include both aspects in neighborhood research.
In spite of these strengths, this study is not without its limitations. The spatial definition of neighborhood in the NHATS questionnaire was not specified explicitly. For the social cohesion questions, the neighborhood was simply referred to as the "community"; for the physical disorder questions, the interviewer assessed the area immediately surrounding the home for signs of decay. Apart from the ambiguity inherent in these spatial areas, the importance of the broader neighborhood context beyond these local areas may also be important for participation. In addition, features of the built environment, including safe pedestrian crossings, barrier-free walkways, and accessible public transit, are all unmeasured but potentially important factors for social participation in later life that merit further research.
Given the innovative nature of the data, the choice to use dichotomized measures of activity participation over the past month has not been validated by previous research and may introduce bias from overreporting or recall bias. In addition, presence of neighborhood disorder was relatively rare. Because these data are representative of U.S. Medicare beneficiaries, neighborhood disorder is most likely underrepresented because signs of neighborhood disorder are more often found in communities with concentrated poverty. Accordingly, racial and ethnic minorities are more likely to experience neighborhood disorder (Chang, Hillier, & Mehta, 2009 ) but are less likely to have Medicare coverage (Mokdad et al., 2005) . Although this is an important limitation of these data, it highlights that the salience of the neighborhood is most often underestimated in national surveys.
Because this analysis was restricted to cross-sectional data, we are unable to disentangle the potential reciprocal relationships between neighborhood disorder, social cohesion, and participation. Social participation may reinforce socially cohesive neighborhoods, which may be better able to address neighborhood disorder. Longitudinal data are needed to better understand the complex sequence in these relationships. Finally, numerous interactions were tested; therefore, we must be cautious when interpreting the significant associations, yet we encourage more research examining the complex connections between the neighborhood, physical capacity, activity value, and social participation.
Notwithstanding these limitations, this research highlights the importance of considering the surrounding residential context for social participation in older adults. Previous research highlights that neighborhood social cohesion and social capital can act as a buffer against poor health and well-being among socioeconomically vulnerable older adults (Cramm, van Dijk, & Nieboer, 2012) . Improving the neighborhood context-by promoting trust and reciprocal exchange as well as by addressing physical disorder-may encourage older adults to participate in social activities and avoid participation restriction. This, in turn, may enhance their overall health and well-being and reduce existing health disparities.
